
VOLUNTEER ORIENTATION PROGRAM
FAIRFAX COUNTY HEALTH DEPARPMENT

Circle Site Preference:

Mount Vernon  /  Joseph Willard  /  Springfield  /  Falls Church  /  HAB  /  Herndon

Please Print the Following Information:

Name: _________________________________________ Date: ___________________

Address: _________________________________________

_________________________________________

_________________________________________

_________________________________________

Phone:  (H) _______________________________ (W) ________________________________

Occupation: ____________________________________________________________________

1. Days Available Hours Available
(Monday through Friday)       (8:00 A.M. to 8:30 P.M.)

__________________________________ ______________________________

2. Indicate any time constraints or time limits: ____________________________________

_______________________________________________________________________

3. Are you fluent in a foreign language? _________ What Language(s)? ______________

4.          Years completed in school: ______________ Degree(s): __________________________

5. Special Interests: _________________________________________________________

_______________________________________________________________________

_______________________________________________________________________
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6. PPD Status: Date: __________________ Results: _________________

7. Chest X-Ray: Date: __________________ Results: _________________

8. What prompted you to volunteer for the Health Department?

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

9. Describe any recent or past experience in volunteer work.

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

10. References:

Name Relationship Phone Number

_______________________ _________________________ ____________

_______________________ _________________________ ____________

_______________________ _________________________ ____________

_______________________ _________________________ ____________
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I agree to fulfill the following conditions:

1. I will participate in training as per volunteer duties.
2. I will work under supervision, and accept directions from my supervisor.
3. I will maintain my stated schedule.
4. I will notify my supervisor in advance of any needed change in schedule.
5. I will follow the stated Agency policies, procedures and program.
6. I will expect to perform, and be treated, as a regular staff member.

_________________________________ _______________
Signature Date

_________________________________ _______________
Agency Representative Date

Send Application to:

Volunteer Agency Coordinator
Fairfax County Health Department
1850 Cameron Glen Drive, Suite 100
Reston, VA  22090
Or

FAX to:  (703) 787-8278


